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The prevalence of Female Genital Mutilation (FGM) is reducing in almost all countries in which it is a traditional practice. There
are huge variations between countries and communities though, ranging from no change at all to countries and communities where
the practice has been more than halved from one generation to the next. Various interventions implemented over the last 30–40
years are believed to have been instrumental in stimulating this reduction, even though in most cases the decrease in prevalence
has been slow.This raises questions about the efficacy of interventions to eliminate FGM and an urgent need to channel the limited
resources available, where it can make the most difference in the abandonment of FGM.This paper is intended to contribute to the
design of more effective interventions by assessing existing knowledge of what works and what does not and discusses some of the
most common approaches that have been evaluated: health risk approaches, conversion of excisers, training of health professionals
as change agents, alternative rituals, community-led approaches, public statements, and legal measures.
1. Introduction
Over the past 30–40, years a range of interventions has been
carried out to promote the abandonment of FGMwith varied
success [1]. Where the Demographic and Health Survey
(DHS) and the Multiple Indicators Cluster Survey (MICS)
data are available for example, a variation ranging from 16%
in Kenya to 0% in the Gambia [2] has been observed. This
paper discusses existing evidence to provide guidance on how
best to design and implement programmes that promote the
abandonment of FGM. Reviews and evaluations have been
conducted to ascertain the effectiveness of programmes to
eliminate FGM, and this suggests that some approaches are
more successful than others.
Key Facts. FGM is defined as any procedure that cuts or
harms females’ genitalia without medical indication [3]. In
the 28 countries, from which prevalence data does exist, an
estimated 101 million girls and women above 9 years have
undergone FGM [4], and 3.3 million girls are at risk of
being subjected to FGM annually. In these 28 countries the
prevalence of FGM ranges from 0.6% to 98% although the
practice of FGM is also found in other countries, including
among migrants from FGM practicing countries [5].
Overall, the prevalence of FGM has declined, and in
almost all countries girls and young women are less likely
to have undergone FGM than older women. The pace of
reduction varies widely, however, andmillions of girls remain
exposed to the risk of FGM in the future [4].
Reflecting on Evidence from Common Approaches. In this
paper, we discuss existing evidence on the effectiveness
of the most common approaches in light of our personal
knowledge and experiences. Johansen, Diop, and Leye have
worked on the issue of FGM for many years, designing and
evaluating interventions and carrying out research. Laverack
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has experience of analysing community empowerment in
a wide variety of health issues. Our discussions build on
available reviews [6–12], of which only one is systematic [9].
We also use evaluations of individual interventions that fall
into the categories discussed here.
Successes and Challenges of Common FGM Approaches. Our
discussion of the most efficient approaches in ensuring the
abandonment of FGM faces three major challenges. First
is the limited extent to which interventions have been
properly documented and evaluated. A systematic review
from 2012 only found eight interventions that had been
evaluated sufficient to be included in the review [9]. Secondly,
many interventions combine two or more approaches and
methods, and there is limited knowledge on the interplay
and relative efficacy of the different components of an
intervention. Thirdly, most interventions do not have the
total abandonment of all forms of FGM as the objective,
though this is mostly an ultimate goal. Considering what
is feasible within the available timeframe and budget, most
interventions aim at secondary outcomes. This can be to
break the silence and to initiate critical reflection upon FGM.
Others aim at increasing knowledge and awareness of its
association with health complications and its violation of
human rights. Others again aim to change attitudes and
intentions with regards to FGM [9] or at modifying the
practice, either through reducing the extent of cutting [13],
promoting its medicalization (e.g., in Egypt and Indonesia)
[14] or changing the age at which FGM is carried out (e.g., in
Sierra Leone).
However, while these secondary targets are considered as
a first step towards total abandonment, and many see it as a
stage of change, evidence shows that the translation of these
secondary goals into actual abandonment of FGM is far from
automatic. There are, for example, many surveys that find
women who express a negative attitude to the continuation
of FGM, while they still intend to let their daughters undergo
the practice.
A major reason for this apparent contradiction between
attitude and behaviour is a social and cultural pressure
to uphold the tradition. Therefore, the importance of a
community-wide change to enable individual families to
abandon FGM is now widely recognized [3, 15]. Experience
shows that large-scale abandonment can only be expected
when FGM is no longer an all-dominant social norm and
families can abandon the practice without the risk of stigma-
tization and exclusion.
We will now discuss seven of the most common ap-
proaches that have undergone some form of evaluation: (1)
health risk approaches, (2) conversion of excisers, (3) training
of health professionals as change agents, (4) alternative
rituals, (5) community-led approaches, (6) public statements,
and (7) legal measures.
Table 1 provides asummary of the main advantages and
challenges of popular approaches towards the abandonment
of FGM.
2. Health Risk Approaches
Since interventions against FGM first started more than
40 years ago, providing information about the health risks
associated with FGM has been the most popular approach.
It builds on the idea that if people are informed about
the negative health effects of FGM, they will abandon the
practice. Health risk interventions have been targeted at
various population groups both as a stand-alone activity and
as part of other interventions [11, 12]. In its crudest form, it
can include delivering factual and didactic messages around
the physical complications of FGM by local health providers,
community facilitators, or NGO staff [7]. In its broadest
form, it includes local knowledge and personal sharing and
reflection coupled with the provision of health care services
for complications of FGM [16].
It is believed that an increased knowledge of the negative
health effects can stimulate reflection and critical thinking,
leading to reduce the approval of, and eventually to the
abandonment of, FGM.
Evidence suggests that the negative health effects of FGM
presented by a health authority such as amedical professional
are a key motivational factor for religious leaders to take
a clear and strong stance against the practice, and which
might lead to the issue religious edicts (Fatwa) against FGM
[17]. Such Fatwas were issued, for example, in Egypt in
2006 [18], in Mauritania in 2010 [19], followed by a West
African subregional fatwa in 2012 [17]. Fatwa’s are believed to
contribute to change in communities where people link the
practice of FGM to Islam.
Health information has also influenced policy makers
to promote laws and regulations such as the care for com-
plications in Mali [20] and recently adopted legislation in
Kenya and Guinea Bissau. Media attention given to health
complications can also have positive effects. In 2007, the
death of two girls after FGM was carried out by health
care providers in Egypt was instrumental in strengthening
legislation against the practice. The realization, publication,
and spreading of the results of clinical studies on the negative
health effects of FGM can lead to positive changes in terms of
engagement of national authorities. A clinical study in 2009
and requested by the Gambian Vice-President and Minister
of Women’s Affairs demonstrated for the first time the
magnitude of immediate and long-term health consequences
of FGM in the country [21]. The results of this study were
a key instrument to ensure institutional pre- and in-service
training for all health personnel.
There are however also challenges to health risk ap-
proaches.
2.1. Medicalization or Change of Type to Reduce the Health
Risks. Experience suggests that health information can lead
to changes other than abandonment, most commonly an
increase in the extent to which health providers are per-
forming FGM [14, 20, 22], a trend associated with a risk of
institutionalisation and continuation of FGM rather than its
abandonment. It can also lead to the intention to change the
type of FGM, as noted among others in Somalia and Sudan
[23, 24].
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Table 1: A summary of the main advantages and challenges of popular approaches towards the abandonment of FGM.
Approach Advantages and potential successful results Risks and disadvantages Measures to overcome risks anddisadvantages
Health risk info
(i) Stimulate resistance to FGM among
lay people → reflection/abandonment
religious leaders → fatwa
politicians → laws and policies
health providers → share information +
denounce medicalization
(ii) Improve health care for complications
(i) Medicalization
(ii) Change type of FGM
(ii) Disbelief
(iv) Inadequate quality of
information
(v) Defence reactions
(vi) Social norm overrules
health risks
(i) Ensure health information is locally
adapted, communicated
nondjudgementally by a reliable source
and combined with care for




(i) Reduce availability of excisers
(ii) Easy success indicators
(iii) Media coverage providing visibility to
issue
(i) Does not reduce
demand for FGM
(ii) Continue secretly or by
apprentices
(iii) Others take over task
(iv) Ex-excisers unreliable
sources against FGM
(v) Alternative income may
not motivate abandonment
(i) Ensure that work with excisers is only
an aspect of a wider approach adapted to
their roles in the particular community.




(i) Improved quality of care
(ii) Refrain to perform FGM
(iii) Provide information and counselling
(iv) Build local evidence on health
consequences
(i) Resistance to work
against FGM
(ii) Inadequate content of
training
(iii) Lack of time and
recourses to implement
(i) Comprehensive training for
prevention and management into
standard curricula
(ii) Training target potential acceptance
of the practice.
(iii) Ensure an enabling environment for
implementation of knowledge.
Alternative rites
(i) Facilitate community ownership and
support, as it maintains key cultural practice
(ii) Increased knowledge and empowerment
of girls
(iii) Publicity about change through
community celebrations
(i) Only viable in
communities in which
FGM is a part of a rite of
passage






(i) Use only where fit into local culture
(ii) Include the whole family and
community
(iii) Consider alternative measures if the
actual cutting is done at other times
(iv) Ensure community ownership for
sustainability.
Community-led
(i) Community own problem and solution
(ii) Broader support, less resistance
(iii) Addressing underlying causes
(iv) Reduce/remove FGM as a social norm,
facilitating and stimulating change
(i) The community might
decide to change, rather
than to abandon, the
practice.
(ii) Failing to ensure
community participation
and resorting to traditional
“lecturing”
(i) Ensure community ownership and
adaptation
(ii) Ensure long-term support to secure
viable and broad change, reaching
reluctant abandoners and neighbouring
communities
Public statements
(i) Create a sense of social change among a
group
(ii) Facilitate and stimulate abandonment
for group members
(i) Public statements by
subgroups only lack of
community ownership
(ii) “Fake” opinions and/or
lack of authority
(i) Ensure community-wide support
(ii) Having legislation and policies in
place provides support to people ready to
change
(iii) Further research is needed to
investigate the effects of public statements
from single groups, especially religious
leaders (e.g., fatwas).
Legal measures (i) Create an enabling framework(ii) Discourage FGM
(i) Practice can go
underground
(ii) Fear of seeking health
care for complications
(i) Ensure community support for the law
(ii) Ensure regulations that guarantee care
for complications.
4 Obstetrics and Gynecology International
2.2. PeopleMayNot Believe the Information Given. One study
in the Gambia and Senegal showed that only those who were
already critical to FGM believed in the information of health
risks [25, 26]. One reason for this is that the immediate
complications of FGM are often attributed to other factors
such as witchcraft or evil spirits [27, 28]. Another aspect is
a gap between the information given and people’s personal
experiences, because not all women experience health com-
plications and those who do tend to keep silent about it.
Finally, both women and health professionals have generally
been found not to attribute long-term health consequences to
FGM [16, 21, 26, 29].
2.3. Inadequate Quality of the Information. Several research-
ers have pointed to the difficulties posed by employing a
“laundry list” of health risks that is not adapted to the
local setting [30]. For example, though only approximately
10% of all FGM cases are infibulations (Type III FGM), the
“health risk approach” often highlights complications mainly
associated with type III as common complications of all types
of FGM, whilst other common complications (e.g., cysts and
scarring) are rarely mentioned.
2.4. Condemning, Violent, and Shocking Messaging Can Pro-
voke Defence Reactions. To highlight the negative health
effects of FGM, health informationmessages often use strong
visual images, such as the use of razor-blades and blood.
However, one review found that such messages were seen
as imposing (e.g., “Stop excising”), demoralising (e.g., “Stop
excision or your daughter will die”), or were difficult for
people to understand [8].
2.5. Health Risks Are Considered a Lesser Danger Than the
Dangers Associated with Abandoning FGM. In communities
where FGM is common, it is upheld as a social norm and
enforced through social sanctions of individuals or families
that do not conform. The risk of being socially ostracized,
excluded from community activities, denied financial and
practical support, as well as marriage possibilities, can
outweigh the health risks associatedwith the practice [26, 29].
3. Conversion of Excisers
The vast majority of FGM in Africa, around 80%, is carried
out by traditional practitioners, that is, excisers [31]. A pop-
ular approach has been to target excisers to convince them
to stop performing FGM. Such interventions usually include
education on the physiology of female genitalia, the harmful
health consequences of FGM, their role in perpetuating it,
and encouragement to stop performing FGM. In some cases,
training and financial support is provided for excisers to
help them find sources of income other than performing
FGM [32, 33]. The expected outcome is a reduction in the
numbers of excisers performing FGM subsequently leading
to a reduction in the number of FGM performed.
One advantage of this type of intervention is their clear
and limited scope and consequently clear and simple indica-
tors to measure success, that is, number of excisers “dropping
their knife” [27]. Furthermore, reports of public ceremonies
of “dropping knives” shown in the media provide visibility to
the issue of FGM and can stimulate debate. However, several
concerns have been observed with the conversion of excisers.
3.1. Converted Excisers May Continue to Practice or Hand
over Their Knife to Apprentices. A major review found that
many excisers did not keep their promise to stop performing
FGM [8]. In Mali, an evaluation found that 29 of the 41
excisers interviewed after completing the conversion pro-
gramme declared that they still performed FGMandwere not
convinced that what they were doing was wrong. Also, most
people in the study sites did not know of any practitioners
who had stopped working as excisers [32].
Furthermore, if there is no change in the request for
FGM, other persons will step in to fill the demand, including
other excisers, health care providers, or newcomers [34]. For
example, in Kenya, excisers stopped because their services
had been taken over by health providers [29]. In some cases,
excisers handed over their post to their apprentices, who are
often familymembers [34], while in other settings excisers are
brought in from other regions or countries [26].
3.2. Ex-Excisers May Not Be Considered Reliable When Turn-
ing against FGM. A key motivation for converting excisers
is to take advantage of, and uphold, the respected position
they are alleged to have in the community. However, few
assessments of their social role and position are reported.
Ethnographic research and the experience of the authors of
this paper in the field display a wide variety in the role of
excisers from powerful ritual specialists (e.g., in Liberia and
Sierra Leone) to low cast or stigmatized ethnic groups (e.g., in
Senegal, Mali, and Somalia) [23, 27]. Furthermore, being an
exciser is rarely a full-time engagement and is usually com-
bined with other tasks, such as support in childbirth. Little is
known about the extent to which community members are
listening to or are convinced by the arguments of converted
excisers [27].
3.3. Income Might Not Be a Major Motivation for Excisers.
Alternative income for excisers is meant to compensate
for their loss in income if they give up FGM. However,
existing information indicates that the financial gain for
excisers is usually quite small (e.g., tokens of soap or food).
Most excisers’ duties are requested irregularly and hence the
income from FGM appears to be a supplement rather than
their main income [27]. Incomemight not be amajormotive,
and excisers in Mali, for example, felt that the funds received
for dropping their knives’ could not compensate for the social
status associated with performing FGM [34].
Excisers share their often precarious living situations with
the majority of the community. Some evidence suggests that
singling out excisers for financial support and training in
such precarious settings could contribute to internal conflicts
and can boost the role of the excisers in the community or
contribute to the recruitment of new excisers [35].
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4. Training of Health Professionals as
Change Agents
Several interventions have targeted health professionals, with
the aim of preventing them from performing FGM, building
their capacities to identify and treat complications and
recruiting them as change agents [9, 35, 36].
Evaluations performed at the end of trainings for health
professionals report an increased knowledge about FGM,
health complications of FGM, and how to manage the com-
plications, as well as an increased negative attitude to FGM
[32, 36–38]. In an intervention study in the Gambia, health
providers expressed shock, surprise, and angerwhen realising
that the gynaecological complications they had been treating
were consequences of FGM.This realisation contributed to a
change in attitude and a willingness to engage in community
outreach to prevent the practice [38].
However, interventions of engaging health providers as
change agents have been met with a number of challenges.
4.1. Health Care Providers May Resist Working against FGM.
Health care providers are often part of the same communities
that support FGM. Hence, these health professionals may
support FGM or be scared of involving themselves in such
a sensitive issue [37, 39–41]. Studies have documented that
some health care providers support FGM in general [21] and
in its medicalized form in particular [22, 37, 40].
4.2. Content of the Training May Be Inadequate. The training
time and content in the interventions varies widely from two
60-minute sessions [42] to five sessions of seven days with
a comprehensive reproductive and child-health training [12].
Though no analysis comparing the content of the training is
available, it is evident that shorter training gives less room for
content, reflection, and discussion.
4.3. Systemic Difficulties in Putting Knowledge into Practice.
The work burden and lack of inclusion of FGM relevant
measures within standard procedures can inhibit a practical
implementation of counselling and the provision of infor-
mation [43]. The ability of health professionals to translate
training into action both requires structural support, that is,
in the form of resources and time allocated, and techniques,
encouragement and empowerment strategies. A study from
Mali [32] found that health care providers were not coun-
selling against FGM after their training because of the extra
burden on an already heavy workload. The effectiveness of
the training will therefore depend on the position of health
providers against FGM, their motivations and commitment
to stand up against FGM, as well as the resources (including
time) they have at their disposal to work on the topic.
5. Alternative Rites Programmes
In many communities, FGM is part of a larger rite of passage,
often around puberty, that facilitates and marks the integra-
tion of a girl as a more mature member of the community. In
some of these communities, interventions have been devel-
oped to replace the rite of passagewith FGM, by an alternative
rite without FGM. Such alternative rites programmes are
expected to fulfil the cultural tradition of a coming of age
ritual, so that girls can be socially accepted without having
to go through FGM. These interventions are believed to
show positive attitude and respect for cultural traditions and
thereby prevent defensive reactions against efforts to abandon
FGM and to facilitate abandonment of FGM by maintaining
the ritual framework [29, 44]. In other situations, a key
motivating factor to implement such interventions has been
to safeguard girls during ritual seasons [28]. In some cases,
excising rituals are replacedwith a versionwithout FGM(e.g.,
in Sierra Leone and Kenya), in others, previously used rituals
have been revitalised [44], or a new form of education and
“marking” has been introduced [45].
In Kenya, such interventions were first developed by
community-based organisations in consultation with com-
munity members, such as families and local political, ritual,
and religious leaders [28, 44–46]. Commonly they consist of a
period of training, often in seclusion, and a public celebration
and/or a certificate to mark the conclusion of the ritual.
The training itself often aims at empowering the young girls
to take charge of their sexual and reproductive health and
rights, and the ceremony functions as a public statement of
abandonment of FGM.
Two assessments in Kenya found that after this type of
an intervention, more girls knew about reproductive health
issues and expressed gender egalitarian attitudes, and more
of the girls’ families stated that there were no benefits to
FGM and had increased knowledge about health, social and
psychological problems associated with FGM. In addition,
fewer people stated the intention to subject their daughters to
FGM [45]. The promising aspects of this approach as it was
first developed are the involvement of family and community
members in designing the project and the entry point it
can provide to promote dialogue among family members
[28, 29, 35].
Some of the factors that can reduce the efficacy of such
interventions however are the following.
5.1. Limited Integration of the Whole Community. There is a
huge variation as to the extent in which families, and com-
munities are involved in alternative rites programmes. Most
interventions do include both girls and their families, but the
extent to which the wider community is actively involved
varies significantly. Alternative rites cannot be introduced
without a preceding or accompanying process of sensitization
in which an attitudinal change has to have occurred [45].
5.2. Insufficient Adaptation into the Specific Sociocultural
Situation of Each Community. The role and meaning of
traditional rites of passage and of FGM vary considerably
between ethnic groups. For example, in some West African
communities, the actual FGM and the confirming initiation
ritual are often separated in time (e.g., in Senegal [47,
47], Sierra Leone [48, 48], and the Gambia [44]. In one
programme in the Gambia, the girls that participated in the
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alternative ritual had already undergone FGM at an earlier
age, and the purpose of the ritual was therefore to train the
girls so that they would resist FGM on their future daughters
[44].
6. Community-Led Approaches
Community-led programmes have been identified as a neces-
sary factor to tackle the social convention of FGM [15, 35, 49].
Evaluations of FGM abandonment interventions suggest that
community involvement is key to create sustainable change
[28, 35]. Community-led interventions to abandon FGM aim
at promoting the empowerment of women and girls and the
community at large to enable them to critically examine their
own tradition and to gain the power to abandon FGM for
their own benefit [15, 29, 35, 45]. Empowerment refers to
the process by which the girls, women, and their commu-
nities gain control over the factors and decisions that shape
their lives [50]. Understood as an empowerment exercise,
interventions usually integrate the issue into a wider learning
package, including aspects such as gender and development,
as well as the social, political, legal, health, and economic
development of a community.
The current most widespread and systematically imple-
mented community-led programmes show promising results
[29, 51]. One of these consists of an education programme
with four modules, covering hygiene, problem solving,
women’s health, and human rights and has been carried out
in several countries [2]. Such programs may have positively
affected the prevalence of FGM and participants’ knowledge
about the consequences of FGM [29, 51].
6.1. Success Varies between Communities. A long-term eval-
uation of an intervention in Senegal showed a reduction of
prevalence in the youngest generation (0–9 years of age)
of almost 70% compared to 40% in a control village. In
another area in the same country the reduction was about
24% [10]. However, when run in neighboring Burkina Faso
only 3% reduction was identified compared to the control
group [51]. When the same programme was run in Somalia,
the public declaration achieved was only to change the
type of cutting, rather than abandonment of FGM [52].
Egypt had a similar experience, in that the success of a
community-led programme in one village was not paralleled
in the neighboring village, suggesting differences in social
and religious factors as key to variation [25].
6.2. Insufficient Community-Engagement. A particular chal-
lenge with community-led approaches is that some inter-
ventions that claim to be empowering use vertical programs
that “lecture” and “educate” the communities, rather than
using a participatory approach to involve others to empower
themselves [51].
7. Public Statements
An important element in the process of mobilizing com-
munities is a public statement (often referred to as public
declarations) of a decision to abandon FGM by a larger
group, usually a significant part of a community. Such public
statements both express and facilitate change in the social
conventions of the community. Public statements can take
different forms, including signing a statement, alternative
rites of passage celebrations, and multivillage gatherings.
A public statement can create a sense of collective change,
which can help to empower families to abandon FGM and
encourage others to follow. When public statements are
made, this suggests that a sufficient number of individuals
have decided to abandon FGM, which can further promote
broad-scale abandonment. It is important to note however,
that when a public statement has been made, this does
not necessarily indicate that the whole community supports
the abandonment of FGM and some may continue to do
so. Depending on the stage of readiness for change and
processes running prior to the public statements, they can
mark a final decision already made to abandon FGM in some
communities, whereas in others they are a milestone that
signifies readiness for change, and further support is needed
to sustain and accelerate the process [12].
Though public statements seem vital to facilitate large-
scale change in high prevalence communities, there are
certain risks.
7.1. Public Statements by Subgroups Only. Interventions en-
suring public statements from subgroups rather than whole
communities rarely result in abandonment, even when the
selected subgroups form an authoritative voice, such as
excisers, religious leaders, or men. For example, while public
statements from men are expected to be influential due
to their powerful role in society, evidence suggests that
their potential influence is mitigated by the fact that the
responsibility for FGM most often lies with the women
[53]. Furthermore, while fatwas from high-ranking religious
organizations or personalities are hoped to create change, the
effect has never been systematically measured [54].
8. Legal Measures
Studies indicate that legislation and its implementation can
have a preventive effect [26, 55, 56]. Most African countries
with documented FGM have now passed laws against the
practice.This provides an official legal platform for action and
offers legal protection for women and can discourage excisers
and families for fear of prosecution [35]. It can also offer
health professionals a legal framework to oppose requests for
performing FGM.
Laws against FGM are an important policy commitment
and create an enabling environment. When preceded and
complemented by education campaigns and advocacy and
the sensitization of leaders, as well as adequate implemen-
tation, their effect is expected to be higher. For example, it
was found that the beginning of the abandonment of FGM in
Burkina Faso mostly coincides with the time of the adoption
and application of the law banning the practice. [57].
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8.1. Challenges with Legislative Measures. One challenge to
the effectiveness of legal measures is that the practice may
go underground. FGM rituals appear to have diminished but
instead the cutting has continued in some countries outside
the law as a way to avoid legal implications [47]. In several
contexts, laws and debates about passing or enforcing legal
measures led to resistance and protest, as for example, in
Senegal, Mali, and Egypt [17]. A final concern has been that
the existence of a law may also scare people with immediate
health complications after FGM from seeking health care [8].
9. Discussion
The rather slow decline in prevalence after nearly four
decades of campaigning against FGM raises questions about
the effectiveness of interventions to eliminate this practice.
Some of the most commonly used approaches discussed
in this paper have a notable lack of thorough evaluations.
However, the existing information is sufficient to discuss
some important successes and challenges.
Evidence on the effectiveness of interventions is insuf-
ficient, particularly whether they have led to an actual
decline in the incidence or prevalence of FGM. There is also
insufficient evidence on whether secondary goals, such as
change of attitude and increased knowledge, eventually lead
to a decline in the practice. There is limited evidence on the
key factors of successful interventions, especially since almost
identical interventions can have very different results in
different settings. Such information would be key to improve
and scale up successful approaches.
Interventions tend first to appeal to those that are already
questioning or have abandoned the practice, seeing the
intervention as a way to get social acceptance for their change
[26, 29, 45]. This is a common pattern in social change
[58] and helps those that are already converted to translate
their conviction into action and gives a push towards change
to those that are ambivalent. This seems to be a necessary
first step that subsequently facilitates change among more
conservative members of the community [58]. However, this
might imply that the next steps trying to bring along themore
sceptical or conservative groups may require a revision of
approaches and support for a longer period.
The need for interventions to be driven by and involve
the whole community underlines the importance of gaining
in-depth knowledge of the community and the need to pay
careful attention to strategies to engage with communities.
Reviews have shown that targeting FGM ismost effective and
well received when a broader approach is used, assisting the
community with other challenges [10, 51]. While conversion
of leading persons such as community and religious leaders to
speak out against FGM and a favourable legal framework cre-
ate an enabling environment; evidence shows the importance
of peer groups. Only when information comes from someone
similar to oneself, are the majority of people willing to accept
and adapt to the information [29, 51, 58].
Resources for the abandonment of FGM including finan-
cial support from foreign donors can be instrumental to
get interventions carried out, and incentives can be key to
ensure participation and engagement. However, it can also
complicate the process. People who engage in interventions
can be motivated by access to resources, such as money or
power. Incentives can be used directly, such as sponsored
weddings or education for uncut girls, alternative income
for excisers, and compensation for taking part in training
and meetings. Free training, funding of activities, and access
to employment are more indirect incentives. If this leads to
actual change in attitude and practice, the project can be seen
as successful, though sustainability may be a challenge. But
there is also a risk that the conviction is not genuine, and
people just pretend to give support for the cause to get access
to the resources promised. More common is an expressed
mistrust of how genuine the message of leaders against FGM
is, and people and their messages, have been accused of
being “bought” by the donors.These issues are however rarely
discussed in evaluation reports.
We believe thatmany of the challenges discussed here can
be overcome if they are included in a more comprehensive
programme, rather than as stand-alone approach to abandon
FGM.
Although information about health complications might
be insufficient in bringing about large-scale changes alone, it
is a key component in all interventions. People have a right
to get information about health and the health complications
associated with FGM. Concern over the health consequences
of FGM is one of the most significant motivations for
abandonment of the practice [9]. However, to be effective,
it has to be reliable and communicated in a way that it can
be absorbed and integrated into a wider health information
package.
The involvement of health providers in identifying and
caring for complications as well as disseminating their
local knowledge might be a potential way to improve this
approach. Training of health providers on all aspects of FGM
needs to take into account that most health providers tend to
share the same support for the practice as the community they
serve.Therefore, interventionsmust ensure that they also take
a stand against the practice and realise that medicalizing the
practice will not benefit the community. The training must
become integrated as a standard curriculum for all health
providers, monitoring, and followup of trained providers
being an essential part.
Whereas conversion of excisers as a stand-alone activity
cannot be expected to have an effect on the prevalence of
FGM, including excisers in a comprehensive programmes can
prevent a risk that they obstruct the intervention and that
they are not ostracized from the community. Alternative rites
programmes can be an effective approach only in commu-
nities in which FGM is a traditional part of such a ritual,
and where girls, their families, and the whole community are
involved in the efforts to abandon FGM. Interventions based
on community engagement require long-term investment, a
comprehensive education package, and a supportive context.
It is key that it is well adapted to the local setting, including
sociocultural and religious factors, aswell as human resources
(i.e., well-trained individuals).
Sustainability is best achieved through the effect of
change, in which the abandonment of FGM by a smaller
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group or community is disseminated to the larger commu-
nity, for which organizational support is provided. Public
statements can be an important way of making publicly
known that the local social convention is changing. Such
statements should be the result of a community-wide process
to be effective, as statements made by subgroups have limited
effect. Further research to investigate the effects of religiously
foundedpublic statements, such as fatwas against FGM, could
be useful, and having legislation and policies in place provides
support to people ready to change.
10. Conclusion
Besides the above-mentioned importance of a comprehensive
and holistic programme for the abandonment of FGM
including different types of activities, the authors believe
that it is equally important to have a thorough design and
planning and local adaptation of the intervention. The basic
content of this should be a situation analysis and baseline
assessment prior to any intervention. This will establish a
community’s readiness to change, as well as other factors
related to FGM (decisionmaking processes, power dynamics,
meanings attributed to FGM, etc). A good design should
equally include plans and procedures for monitoring the
process. This entails a thorough documentation of each step
of the intervention. Finally, a good design should include
evaluation of the output and outcomes to either compare the
situation before and after and/or establish a comparison site.
It should be taken into account that interventions require
substantial time before they can result in actual change. The
time needed may vary considerably between communities,
depending on various local and contextual factors.
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